Introduction
In economic theory, market competition is expected to enhance efficiency, improve quality, stimulate innovation and eventually control costs. 1 Promoting competition with the aim of increasing efficiency and improving quality of healthcare systems has been the 'mantra' of the last three decades in developed countries, especially in Europe. 2 Supporters claim that competition in healthcare, despite health market imperfections, can have beneficial effects, while its lack prevents managers from making their organisations efficient. Notably, public managers who are not accountable to owners/shareholders and have no bankruptcy constraint can keep on performing inefficiently with no risk of going out of business. 3 Since decision-makers cannot rely on market prices to match demand and supply, political pressures are likely eventually to become the major 'driver' of their strategies. This is used to justify attempts to inject a 'quasi market' situation in a public sector. 4 With tight regulation, this would reap the supposed efficiency gains of free markets without losing the equity benefits of traditional public systems.
The 'forerunner' reform in Europe consistent with this theory was the introduction in the early 1990s of the so-called 'internal market' in the British National Health Service 5 -the most widely acknowledged public healthcare system in the world -by splitting health authorities into 'purchasers' and 'providers' to foster competition among the latter. This move towards a market-oriented system potentially including private providers has often been mentioned as an 'Americanisation' of the National Health Service, 6 since the prevalence of private 'players' in the US makes this health system peculiar among most developed countries. The strategy has evolved into a process of privatisation by stealth -subcontracting out an increasing number of services in health. As highlighted by the collapse of Carillion, 7 this has left the public core of the National Health Service increasingly isolated.
Subsequent experience in other western European countries has mainly focused on provider competition for hospital services, 8 which account for the largest share of total healthcare expenditure in most countries 9 and are based on the widespread adoption of fixed tariffs for funding admissions; as elsewhere in the world, these mainly came from the American experience of diagnosis-related groups. 10 In the last decade, persisting economic austerity together with increases in the aging and multimorbid population have put the health systems of even the wealthiest European countries under financial pressure, 11 revamping the debate on the trade-off between competition and efficiency ( Figure 1) .
Here, first we summarise the limits of competition theory in healthcare and then the major features of western European health systems. Finally, we look at the main critical issues of competition in healthcare and conclude with policy implications for the future in Europe.
Theoretical background
Healthcare can be considered a typical example of 'market failure' in economic theory from both the demand and supply sides. From the demand side, patients cannot be considered common consumers shopping around for their best deal, 12 since they cannot be fully informed on health services, and illness makes them vulnerable, hence hardly rational and often open to 'financial blackmail' (especially for severe pathologies). The 'information asymmetry' gap of patients in medicine is filled by physicians, who establish a 'principal-agent' relationship with them on the micro level and respond to third-party payers for most healthcare prescribed on the macro level, 13 making patients unaccountable for the costs of their illnesses. This lack of accountability for prescription expenses generates a potential 'moral hazard' for both physicians and patients. 14 From the supply side, competition should require a reasonable number of providers offering the same service, operating in similar conditions, without any incentive to collude, and easy entry to and exit from markets. 1 Limiting our remarks to hospital services, these conditions are rarely fulfilled, especially where hospitals are few, like in sparsely populated areas, or many hospitals are 'neighbours', like in urban areas. 15 Especially in the latter, private hospitals are likely to concentrate on profitable services, while public hospitals are required to provide all the essential services, so they do not usually operate under similar conditions. This can induce opportunistic behaviour from private providers, such as specialising in the most profitable ('cream-skimming') or least costly ('cherry-picking') treatments to increase their revenue, declining treatments for costlier patients ('dumping') or discharging them earlier ('skimping') to minimise resource consumption. 9, 16 With these intrinsic limits, free prices in health markets can hardly reflect opportunity or marginal costs in the short or long run, 5 by definition, and setting them through regulation is necessarily an arbitrary exercise, 17 eventually resulting in distortion of relative prices and thus irrational allocation of financial resources. 18 The European framework Despite numerous sophisticated attempts to classify health systems in various groups according to several variables, 19 a wise classification that is easy to adopt is still the historical one based on the extent of coverage, source of funding and ownership of provision, 20 which leads to three 'ideal' types. According to the theoretical issues summarised above, the second and third types also need some public intervention to guarantee full healthcare services, especially to the poorest people. As a consequence, all modern health systems are subject to some degree of public regulation for funding and providing services, 21 including the third type which, however, is applicable only in the US among developed countries.
The European National Health Services traditionally perform well in containing overall health expenditures (Figure 2 ), but with waiting times to access as their main weakness. Gate-keeping in primary care by general practitioners is considered crucial for cost containment in this type of system, mitigating specialists' supply-induced demand for costly and often redundant procedures in secondary care, 22 and when necessary privileging patients' needs for rationed access to healthcare services. 23 Although mostly remunerated publically, general practitioners are contractually the main 'private' component of most European National Health Services, 4 being formally 'small businessmen'.
Conversely, the 'Achilles heel' of social health insurances is containment of total health expenditure, offering more choice discretion to patients and shorter waiting lists, partially rationing healthcare through patients' willingness and ability to (co)pay. 23 Statutory sickness funds, though formally non-profit private bodies, are the main 'hybrid' component of European social health insurances, 4 being regulated under public legislation.
Although recent reforms in these two types of healthcare services have aimed at limiting their weaknesses while keeping their strengths as well, 11 somehow blurring their main features, European healthcare systems are still heterogeneous, more or less like in any other part of the world, and no single European model has yet emerged, 19 even in the European Union directives. In general, the two types Number of publicaƟons Years of systems do not appear to perform differently as regards the main health outcomes 22 and all the Western European health systems are faced with similar problems, especially expenditure growth in this never-ending period of financial crisis, 11 raising concern about the efficiency of resource use.
Critical issues
Market competition in healthcare is not supported by economic theory and required ideological support from the very first British attempt in Europe, 5 which very likely stemmed from a reform driven for political purposes against purely public systems, generating À perhaps inevitably À muddle in the long run. 24 The latest European review 21 on public-private provider competition confirmed the evidence of all previous studies, i.e. that private hospitals (especially for-profit ones) have been involved in all the potential distortions of a 'quasi market' situation. Despite expectations raised by theoretical studies suggesting that private hospitals should outperform public ones in terms of efficiency, empirical results were different. Overall, public hospitals performed better than nonprofit private ones, which in turn performed better than for-profit ones. In general, public hospitals tended to treat older and poorer patients with higher levels of co-morbidity and complications, whereas for-profit hospitals opted to focus on lower severity patients. Not by chance, in most European countries public hospitals are still the major providers of emergency services, 25 mainly delivered through costly departments where health professionals have to be available full-time. These performances confirm the intrinsic limits of funding through arbitrarily fixed prices per patient. 16 Tariffs can hardly take account of all the cost differences related to the conditions of each specific patient, and private hospitals tend to 'harvest the low-hanging fruits', (obviously) privileging profits. Activity-based funding can eventually undermine coordination and synergies among hospitals, thus missing opportunities to improve quality and curtail costs. 2 The potential distortions of a fee-for-service system adopted in mixed public-private provision require tight regulation and systematic audits of hospital work, 26 generating high 'transaction costs' both ex ante and ex post the introduction of tariffs. The former include search costs (for acquiring information on providers and their services) and negotiation costs (for bargaining and agreeing contracts), the latter include monitoring costs (mainly to counter opportunistic behaviours) and enforcement costs (in case of legal disputes). 27 Unsurprisingly, the US spends far more than other wealthy nations on healthcare administration, 28 one of the main reasons for their skyrocketing healthcare expenditure.
In general, public investments in transaction costs are much more effective when contracting out 'technical' services such as garbage collection or ground maintenance than 'social' ones such as health. Service quality is much easier to measure in the former, 15 while routinely comparing outcome quality (i.e. benefits to patients) across healthcare services is methodologically difficult. As a consequence, most negotiations ultimately revolve around prices, 2 the only measure on which health providers really compete in practice, without including the quality of care.
Policy implications
The European experience of health competition in the last few decades À mainly focused on providers À has failed overall, as expected. Competition is just a means, not an end in itself, 5 so proceeding in this direction would be a really questionable strategy mainly driven by ideology, in permanent contradiction with health economics theory À and common sense too.
In general, competition is not the best instrument for addressing equity concerns in healthcare, 1 so health needs should be the 'driver' for patients to access care, 22 not their socioeconomic status or ability to pay. Health is basic in the hierarchy of human needs and illness threatens people's dignity, 12 so healthcare should not be subjected to market rules in an advanced society. However, from theory to practice, it would be utopian to imagine a fully equitable health system, where wealthy patients do not have any advantage over poor ones, like in any other domain, and private systems exist precisely so that rich people can 'opt out' and look after themselves. 24 We contend, however, that private and public healthcare services can co-exist, but separately, and all citizens should contribute to the costs of a public system for social solidarity in advanced countries, no matter whether they use it or not. Thus, too, any form of physicians' dual practice (public and private) should be forbidden, 12 to prevent conflicts of interest in the medical profession at the micro level. Medicine is a mission aimed at serving patients, so professional ethics and success in curing or caring should be the leading motivations of health professionals. 23 Once agreed on these basic principles, it is hard to deny that ideally a public health system should be privileged and supported in a European perspective. For funding, it is pretty obvious to claim that the public sector is potentially the best 'insurer' to grant universal coverage, reducing transaction costs to 'inhouse' administrative costs 15 and keeping total healthcare expenditure more easily under control. 27 The choice for public provision is less obvious. Despite evidence of opportunistic behaviours by private providers (especially for-profit), 21 it is fair to recognise that public provision is open to both central and local political influence. 11 For instance, most efforts to make public hospital networks more rational by closing inefficient services and/or reducing their employees have often failed, mainly because of trade unions and political resistance, eventually leading to arguable reorganisations. The big challenge in the future is to limit these 'bad influences' and efficiently manage the provision of public services for both primary and secondary care, improving internal organisational skills for planning and control, like in a big company. Rather than pricing and competing, planning and budgeting could be the right 'culture' to borrow from the private sector for managing public healthcare services. All physicians should be employees (general practitioners included) so their practice can be supervised more effectively, 29, 30 and outputs could be periodically audited by independent bodies. 31 The adoption of electronic medical records and other modern computerised reporting systems should technically facilitate the systematic monitoring of health service performances. 11 Once the essential levels of care to be guaranteed by health systems are clearly set, we are still convinced that most patients would rather use services provided close to where they live, 24 easier to obtain through collaborative rather than adversarial relationships inside health systems. 5 While private providers À with the partial exception of non-profit ones À tend to choose their markets and services, by definition, public providers are used to supplying the required services to all citizens in a given area. 15 So we would opt for the latter for provision too, accepting the big challenge to develop the best incentives for limiting traditional public sector bureaucracy and improving the quality of care. 4 Governance should be inspired by collaboration and integration among services, 8 where financial incentives are not needed to make health professionals work harder for patients. 17 To conclude, although it is hard to prevent myths developing, we must identify them to limit their ultimate harm. Here we contend that the time has come to stop promoting market competition in healthcare, and focus future research on how to boost the quality of public health services in Europe.
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